We read with interest the article of Jones et al 1 suggesting that orthostatic hypotension (OH) predicts the development of heart failure (HF) among middle-aged individuals. The authors speculated that OH preceding HF may be a marker of early subclinical atherosclerosis that is facilitated by hypertension and potentially by other risk factors and may contribute to HF development. We suggest another explanation for the association between OH and incident HF. We showed recently that orthostatic blood pressure changes are related to nocturnal BP changes and that OH may be a marker of nondipping or a reverse-dipping pattern of diurnal blood pressure. 2 In our study, 95% of those with OH had a nondipping or reverse dipping pattern on 24-hour ambulatory blood pressure monitoring. 2 It is well known that a nondipping pattern is associated with increased cardiovascular morbidity and mortality. 3,4 Unfortunately, subjects in the Atherosclerosis Risk in Communities Study did not have 24-hour ambulatory blood pressure monitoring to identify how many of those with OH had a nondipping pattern or nocturnal hypertension. The possible nondipping pattern in hypertensive patients with OH may also explain why eliminating hypertensive patients from the analysis attenuated the association between OH and incident HF. We assume that many subjects with OH in the Atherosclerosis Risk in Communities Study had in fact nocturnal hypertension, which could explain the risk of incident HF. We, therefore, suggest performing 24-hour ambulatory blood pressure monitoring in each subject with OH.
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